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For the humans and the ones who lift them up, and perhaps most specifically, the ones in healthcare who are both






I’m not a victim or a survivor. I’m not brave or strong.

I’m just a little human with a lot more being.

—Kiana Azizian








Author’s Note


IT’S IMPORTANT FOR anyone reading this book to know that the patients you will read about in these pages are composites, meaning that I used details from a number of people and sources so as to protect any one individual’s identity. They are inspired not just by the healthcare workers whom I treat in my clinic—many of whom have read the text and agreed to having some of their story included—but also the friends, family, and colleagues across the country who work as doctors, nurses, physician associates, therapists, and in other medical professions. I’ve also incorporated details I gleaned from my interviews with more than forty healthcare workers over the course of writing this book. My therapist, however, despite the pseudonym, is entirely real.

The stories described here take place during a time period I refer to as “the pandemic,” but the book really focuses on the beginning months of March to November 2020. To tell these stories within that shortened time frame, I condensed some timelines for the patient narratives (including my own).

It’s also important for readers to know that some of the information that appears in these pages might be triggering, especially for healthcare workers or anyone who lives with or loves them. If you need to take a break to grab a drink of water, or even to call your therapist, I approve! I’ve had to take breaks of my own at different times while in the midst of writing these stories, so I get it.

You’ll find humor and a healthy sprinkling of pop culture references throughout the book. I do this not to minimize what healthcare workers go through, or what I did, but to break up the conversation a bit and lighten the mood. It’s okay to laugh, and in fact I hope you do.

Finally, I write from the perspective of who I am: a white, elder-millennial woman. I try to learn as much as I can from friends and patients with different backgrounds, but I cannot speak to all the issues of well-being and identity that are interconnected within healthcare. For those topics, please look to other writers who discuss those experiences in more depth.

In my lectures, I first give my disclosures, then always start with the same slide—one meant to ask people (and myself) a question. One that allows us all to pause and reflect, something I (and most others) rarely do. Similarly, I hope you’ll take the time to answer that question now, as well as at other points throughout the book.

So: How do you feel?






Introduction


EVERYTHING WAS FINE, until it wasn’t. At least that’s what I kept telling myself during the weeks, then the months, of pushing through and pushing down and flat out ignoring. It’s fine. I’m fine. I can still do my job as a psychiatrist. I haven’t made a mistake. People need me.

Except one day, something changed. Call it reaching a breaking point, or hitting rock bottom, but something happened that made me realize I wasn’t fine and that I hadn’t been fine for a long time.

I had trouble getting myself out of bed that morning, and after my shower, I barely managed to find a T-shirt and a clean pair of sweatpants to put on. I’m lucky that with the Zoom screen, I could get away with throwing on my work-issued fleece, which had the words “Department of Psychiatry” and my hospital’s logo on it. I hoped it made me look semi-professional, but I was also completely aware that staying in pajamas all day is probably not a great sign. If I were my own patient, I’d be concerned.

At the computer, I remember glancing at my schedule and already feeling overwhelmed. It wasn’t just the more than thirty patients I had scheduled that week; it was also the three lectures I said I would give across the hospital system and the article I had agreed to write for a magazine. Stop, you’re fine, I told myself. I had been telling myself that a lot lately. Then, without another thought, I slipped into doctor mode and clicked open my first patient visit of the day.

On the computer screen was a sandy-haired college student named James, who looked younger than the age listed in his medical record. After saying hi and getting a hi in return, I noted that James was scheduled for an hour rather than the thirty minutes allotted for patients who have seen me before. So, I launched into my usual new-patient spiel, since I didn’t recognize his name or face. I often see ten or more patients a day, including one or two new patients. Because of that, I rarely have time to look deeply into the chart of my next patient for specifics on their psychiatric history or the reason they’ve made an appointment with me. Typically, during the day, I’m running on semi-autopilot: next patient, one hour, go! I glance at their name, open a new note, and start talking.

“It’s so nice to meet you!” I said. “I’m Dr. Gold. What brings you to see me today?”

I paused and waited for James to answer, but then the pause stretched out longer, and longer still. I watched as his expression changed from apathetic to angry, and suddenly I snapped to attention. I began to wonder if maybe James didn’t feel comfortable talking to me, or even being here, which wouldn’t be a new experience for me as a psychiatrist. Still, I waited, refraining from saying anything. I didn’t want to make assumptions when I was meeting someone for the first time.

Finally, James shifted uncomfortably and replied, “Ummm… I know you, Dr. Gold. We met three weeks ago.”

I felt my stomach drop. SHIT. SHIT. SHIT. I tried but failed to fight my feelings of embarrassment and anxiety, or to keep my deep discomfort from showing. It’s a lot harder to maintain a poker face when you’re emotionally overwhelmed and exhausted. And I was more tired than I’d ever been before.

I remember immediately dressing myself down internally. I’m horrible. I can’t believe I could do that to someone. He hates me and I don’t blame him because I hate me, too. Even on the best of days, my negative self-talk can come out loud and clear.

Besides being angry at myself, I felt for my patient. My empathy was on overdrive, my mind imagining what it must feel like to be forgotten by a doctor who, only weeks earlier, had asked you to reveal your deepest, darkest secrets. I’m terrified that in one thoughtless, mistaken sentence, I had just ruptured our nascent therapeutic relationship. Who would blame him for not wanting to see me again?

I don’t know exactly how long it was before I attempted to speak, but it felt like forever, words not coming out, stomach churning, worries swirling in my head. I’m supposed to be here to help him. I’m supposed to have my shit together. Doctors don’t make mistakes like this.

Eventually, I took a deep breath and began speaking, nervously, “I’m so sorry. I don’t know what to say except that I’m completely embarrassed. Since you were scheduled for an hour-long appointment, and new patients get an hour, I assumed you were new.” Pinning my mistake on scheduling and logistics, I hoped that would make me look less scattered. But the voice in my head kept saying, Nice try. He’ll never buy it.

James’s face remained unflinching, but his body looked even more rigid than before. I remember that he moved his chair back from the computer screen, which suggested that he felt much more guarded than when the camera first turned on. Meanwhile, I rambled on about logistics, and I even started blaming telehealth, my mea culpas punctuated with apologies.

“It’s fine, Dr. Gold,” he finally replied. But it wasn’t.

I’ve seen hundreds of patients in the nearly ten years since I’ve been practicing psychiatry after I completed medical school, and I have never, ever forgotten one. Yes, sometimes the details of a person’s story get fuzzy (that’s what notes are for), but until this moment with James I wouldn’t have been able to fathom not remembering a patient I’d already met. If anything, I usually care too much about my patients, meaning I think about them after their sessions, in the evenings or on weekends, and even in my own therapist’s office.

I felt like crying, which I often do when I’m anxious or mad. I didn’t cry, though. This wasn’t my own therapy session, after all.

We continued our conversation for a while, but it was as if I were watching myself from above, as I played the role of psychiatrist, asking questions, even throwing in a joke here or there to elicit a smile. But it was obvious that James was keeping me at an emotional distance. He responded to my questions mostly with nods and headshakes, terse yeses and nos. There was plenty of silence in between the responses, during which time my faux pas played on a continual loop, as if I could rewind to the beginning but alter the outcome. Meanwhile, outside my head, I tried to project the most charming, empathetic, attentive version of myself possible.

I began to worry that James would see through my efforts or think I was being over the top, but suddenly—and I recall this vividly now—his body relaxed and as we said goodbye, he smiled; it was a real smile. For a moment, I believed he might forgive me and be able to trust me again. Not that I could forgive myself.
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MY FIRST DAY of pulmonology workshop in med school is impossible to forget. The professor walked in and, looking around, said what every professor seemed to say in every new class: “We’ll be starting things off with an icebreaker!” That means they would inevitably continue with some version of, “As we go around the room, say your name and what specialty you want to go into.” I’d been through what felt like countless iterations of this routine already.

No one said a word, but I knew we were all reacting internally with ughs and not agains. If you looked fast enough, you might even have caught some of us rolling our eyes, not just because of the monotony of the question but also because we’d already gotten to know one another really well, really fast—a level of knowing that can come only from dissecting a human cadaver together, as we all did throughout our first year.

“What specialty are you going into?” is also the medical school equivalent of asking a couple who has just started dating when they are going to get married, or if they’ve just married, when they plan to have a kid. In this case, it suggests there is always something coming up that we will need to compete for. In a room full of type A, achievement-oriented people (myself included), we knew that this well-worn icebreaker was not meant to stoke our enthusiasm for medicine or encourage us to bond. It was enticing us to one-up each other, a game we easily played because we had been doing it most of our lives.

Someone started off, inevitably, by announcing that they were going to go into dermatology, followed by a chorus of people pinning their hopes on a future in anesthesia or ophthalmology, everyone naming the specialties that are hardest to get into, the ones that require the highest test scores, and those that have the least number of spots available nationwide.

No one ever dares to say out loud that they want to be a pediatrician or an internal medicine doctor, even though most of our class will likely end up going into those fields. While they are critically important and meaningful professions, in the medical school classroom, composed of self-created winners and losers, these fields are not prestigious enough. But if this game failed to “break the ice,” the intensity of the competition in the room would do the trick.

As everyone gave their answers, I listened intently, growing more and more uncomfortable. Then again, in medical school I was uncomfortable most of the time. A large part of me felt I would always lag behind my classmates because, instead of majoring in biology or chemistry, I entered medical school as an undergrad anthropology major.

Then, the person to the left of me spoke up. “I’m Andrew, and I’ve always wanted to be a neurosurgeon.”

Of course he does, and of course I have to go after him.

I took a deep breath and exhaled as I somehow blurted out exactly what I was thinking: “My name is Jessi Gold, and I’m not even sure I want to be a doctor.”

The room was silent, except for a few awkward laughs that were attempts to pass off my comment as a joke. There was a tangible sense of fear that my doubt was contagious.

While it was the first time I had said it out loud, it certainly wasn’t the last.



Ask any of my loved ones, and you’ll hear that long before I decided to become a psychiatrist, I was the empathetic-listener type. I was always the friend people called for a willing ear and, sometimes, brutal honesty. You could say that I’m the consummate empath, and as such, it wasn’t a stretch for me to answer the implicit essay question on every med school application: Why do you want to go into medicine? Like everyone else, I answered: To help people. It’s the obvious answer, isn’t it? Selflessness makes applicants appear genuine and caring—attributes most of us would want in a doctor. Plus, for many would-be doctors, including me, it’s a genuine motivation.

Truthfully, though, I’ve always been a sucker for positive reinforcement, and not just the kind that comes with being a good person. As much as I or any prospective doctor might want to help others, it’s tough to ignore the achievement and prestige perks that come with being an MD. Both motivations exist, even if we don’t write “For the prestige” on our applications.

I wasn’t necessarily born an overachieving, highly competitive science nerd, but I started young and took to the challenge enthusiastically. I trace my achievement-oriented roots all the way back to my parents’ decision to have me start school a year earlier than I was supposed to. They like to joke that it was because I was reading at age four and really needed to “get out of the house already.” But in all honesty, back then, I just loved learning. I liked memorizing a poem every week and practicing it in my head. I liked completing summer reading challenges, devouring as many books as I possibly could so that I could win first prize and go with the school librarian to Pizza Hut for a free lunch. I even liked taking tests, mostly because I was good at taking them.

Each semester, I’d write down my academic goals, and later, when I joined the swim team, I’d add my swimming goals, too: Get all A’s, Make Junior Olympic times in my best events. I then taped the list of goals to our family’s fridge. My two older brothers and my older sister did, too. I’m not sure how or when the tradition started, but I’m sure having similarly high-achieving parents didn’t hurt—an international expert psychiatrist for a father and a mother with a master’s in public health from Yale.

And the list worked. If I met my goals, in addition to praise I’d get some kind of reward—a toy, or even on one occasion a pet bird. I quickly learned that getting an A meant receiving praise from my parents, which was sometimes tough to do, as the youngest of four. Meeting my goals also made me feel good about myself—proud and self-confident, as if all my energy, drive, and efforts had been validated. I wanted to keep it up.

Soon, success in school became enmeshed in my identity. Smart kids do well in school, I thought. You’re a smart kid, so you do, too. My dad used to joke that our best sport, as the designated “nerds” of the family, was test taking, and we competed with a number 2 pencil. I agreed, and I really, really liked winning.

I should point out here that my definitions of winning and of doing well were—well, are—warped. What I wanted to be was perfect.

No one told me I needed to get all A’s all the time. They didn’t have to. Achievement was the oxygen my family breathed, and I absorbed it by watching everyone else, but mainly my siblings. That’s also how I learned what would get me in trouble with my parents (lying); what the coolest TV shows were (Friends and Sex and the City); how hard it was to get into a good college; and what precisely a good college meant.

By the time I was in middle school, two of my siblings were already at Ivy League universities and were members of their respective swim teams (one became captain). I’m aware that substantial privilege comes with being able to say that, but in my world it also created an extremely high standard to live up to.

It’s perhaps not shocking, then, that my goals at the time (according to a page of the autobiography I wrote for a class assignment in fifth grade) included swimming in the Olympics and getting into an Ivy League school because, to quote the great Elle Woods in Legally Blonde, “What, like it’s hard?”

As I progressed through the years, though, getting a good grade no longer felt fun or exciting. It felt like an expectation, a foregone conclusion. As the tests got harder, I got harder on myself. If there was even a chance I might get a B, I freaked out and asked for help from a friend, a teacher, and sometimes a hired tutor. One time, I even stayed an hour later in a school entrance exam because I thought I would miss one math question. Yes, I was that girl.

By the sixth grade, I got kicked out of the classroom and into the hall more times than I can count for maybe a bit too enthusiastically waving my hand in the air as the teacher asked, looking straight at me, “Does anyone else know the answer?” Sometimes, instead of calling on me, the teacher would tell the class the answer, and I’d get so mad I would say something obnoxious (hence, the kicking out). Put simply, I was a know-it-all. But more specifically, I learned how big emotions got me into big trouble, and to be successful, I needed them to stop.

My childhood New Year’s resolutions written in a diary from even before that time—“Don’t cry,” “Don’t make faces,” and, my personal favorite, “Don’t talk about nothing for no reason”—make it clear that, early on, I was on a mission to not feel things so deeply, or at least not show that I did. It was my attempt not to be, as my family had dubbed me, the emotional one. I didn’t want to stick out, even in my family, for that trait. Instead, I wanted grades and achievements to draw the attention to me.

I later learned to limit my emotions for a bigger purpose—becoming a doctor.
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IN MARCH 2020, I woke up to an email that changed everything. Subject: Alternative Operations. It sounded almost military in nature, and that alone increased my anxiety.

If truth be told, I’d been glued to my inbox for the last few weeks, ever since the “novel coronavirus” appeared in the United States. Now, with every ding of my email, there was another pronouncement, another restriction, first to the states we were allowed to travel to (Subject: COVID-19 Travel Policy), then new rules for our own quarantine (Subject: Important: New Policies in Response to COVID-19). I locked on to the tiniest amount of guidance to somehow gain control of the endless stream of previously unimaginable information coming at me at full speed.

This particular message, addressed to all employees in the university and hospital system, started by emphasizing these “unprecedented” times, then laid out a plan to reduce disease spread by limiting who should go to work in person. Since, thanks to video software and telephones, my work as an outpatient psychiatrist, specializing in treating college students and healthcare workers, doesn’t require I physically be in my clinic, I qualified to stay home. It didn’t matter that I’d never before used video software to see patients, or that I tend to struggle to keep my focus when talking to patients on the telephone for anything beyond a quick question. According to this email, by definition, I was apparently “nonessential.”

Now, even saying that word nonessential still makes me uncomfortable. As a medical student, I got used to trudging through blizzards to get to a shift, sometimes through snow so deep some of my classmates literally skied to the hospital. I learned that because hospitals are always open, physicians should work according to the Postal Service’s creed: “Neither snow nor rain nor heat nor gloom of night…” would keep us from seeing to our duties, or in our case, our patients.

That work ethic—showing up, always—is even more crucial in an emergency. Doctors work through hurricanes, run toward the hospital after mass shootings or terrorism events, and wait to help, even if patients don’t come (as I remember happened with me and many of my fellow medical trainees during the Sandy Hook shooting).

On an airplane, including traveling to or from vacation, those in the medical profession never totally let down their guard, knowing that if a flight attendant announces, “Is there a doctor on board?” then we must spring into action and help. True, a psychiatrist might not be anyone’s first choice (or tenth) in these situations, but if there are no better qualified healthcare workers available, I help—and have helped multiple times. We can’t even turn off at home around our family and friends. Beyond being the people who are constantly asked for medical advice or possible recommendations for care, medical professionals have told me about performing CPR on a parent or the Heimlich maneuver on a friend. Suffice it to say, I have always felt essential.

Not this time, though. Now, I was supposed to stay on the sidelines, setting up shop in my home office, protected by my computer. My medical residency—the four years of psychiatry-specific training I did after my four years of medical school—didn’t prepare me for this. I don’t know that anything could have.



My schedule for today is packed, as it has always been, with eight patients in less than five hours. Patient number four is currently between me and my lunch (and bathroom) break and is a new one, who, according to his chart, is thirty-six years old, self-identifies as Latinx, and prefers to be called Luke. I double-click Start Video Visit and see a shoulder-length, curly-haired medical resident (a.k.a. doctor in training) wearing a white coat, with his name embroidered on it just above the large colorful logo representing another hospital in the area. Underneath, he is wearing a collared shirt and a bow tie—basically what stock photos of doctors show them wearing. Well, that is, except for the tattoo I can barely make out, which is just under his right coat sleeve. I’m intrigued and will definitely plan to ask him about it, because encouraging tattoo stories are some of the best ways to get to know a patient (I mean, the tattoo is permanently on their body for a reason!).

But not just yet. First, I need to introduce myself, as I do in all my new visits. “Hi, I’m…,” but he puts up his finger and stops me in my tracks. I’m instantly taken aback and feel a bit confused, even nervous. Still, I stop talking as he looks behind him, then back at me, then behind him again. His finger is still up, and I wonder who he’s looking for and, most important, if he’s in a private place to talk.

It hasn’t been that long—only three weeks—but I’m learning that there’s something less controlled and more chaotic about telehealth visits than there is in office visits. A virtual appointment can take place in a car (moving or stationary), a bathroom, or a bedroom; patients have seen me while they smoke in a park, eat in a cafeteria, or play with their infant. I’m no longer surprised by what pops up on my screen at the start of a new visit; the surprise is even part of the charm. The problem is that psychiatry visits are supposed to be controlled. There’s safety in control. That’s why many of us share a collective image of a therapist’s office: plain white walls, a piece of framed peaceful art, and a couch. The trust comes in the monotony. The room is always there waiting, protected, for patients to disclose their feelings.

With remote visits, though, the person a patient wants to talk about is often in that same room, or at least in the same building. At this point, I’ve already had patients use the Chat function to type in things about their husband or child they want me to know but they can’t say out loud; “I don’t even love him anymore” or “We’ve been fighting nonstop.” I’ve been trying to adjust to this new situation, but privacy and safety are core to what I do, and my telehealth skill set feels a bit wobbly.

Luke finally puts his hand down, and I think we’re ready to start. I almost start talking again, but he begins fidgeting with his headphones, taking them off and putting them back in. One earbud falls out, he grabs it, and he puts it back in his ear. It falls out again, and he scrambles yet again to put it back in. Luke seems frazzled. I feel like I’m watching a scene not meant for my eyes.

I mouth, “It’s okay if you can’t use them,” and he nods but goes right back to trying to get the headphones to work. I wait.

Without his uttering a word, I’ve learned a lot about him already. As a psychiatrist, I’m trained to observe a patient’s appearance, walk, mannerisms, and degree of eye contact. I also notice details like whether they’re tired or have otherwise been taking care of themselves, or if they’re so depressed that, from the looks of it, they’ve likely just rolled out of bed.

These observations create something called the mental status exam, which is similar to a physical exam but instead of listening to someone’s heart and lungs, or looking in their ears, the psychiatrist is observing the whole of the patient. We then use it to help come up with a diagnosis. In fact, sometimes acquaintances worry that I also do this in social situations. Once people learn I’m a psychiatrist, some immediately say, “Are you judging me?” and laugh. It makes me feel defensive and uncomfortable, but I usually employ humor by saying, “Do you want me to?”

Observing Luke for the past five minutes or so, I can tell he’s nervous—at least about being here with me. It’s clear he seems fearful of someone’s noticing or hearing our visit, and perhaps of discovering he’s seeing a psychiatrist. It makes me wonder what “being here” means to him and what he thinks it would mean to other people. I make a mental note to listen for the answer, and when I get to know him better, I will try to ask these questions directly; doing so right now might seem invasive.

Truthfully, I admire Luke for coming to see me at all. Research shows that perceptions about mental health in medicine start early—even if a medical student doesn’t think getting help for their mental health is a weakness, they worry that other people will view it that way. They fear being judged by everyone: supervisors, peers, people evaluating their residency applications, and even their patients.1 Of course, their own cultural and family beliefs about mental health—and for Luke, mental health in men—come into play here as well, compounding the effects of medical culture. As a result, they often don’t get help at all, with medical students more hesitant to seek help than others their age in the general population.2 And if they do finally get help, as Luke is doing now, they try to hide it.

Being in medicine and taking their cues from others around them teaches students and trainees to feel shame about their own mental health. There’s an unspoken rule that if doctors are having emotional struggles, they should keep it to themselves. This is just one part of what is known as the “hidden curriculum,” a term coined in 1994 by researchers F. W. Hafferty and R. Franks,3 which refers to the implicit teachings of medicine—the things doctors learn outside the classroom. How a doctor should feel or not feel and what to say about it (or not) are absolutely embedded in that curriculum.

However, ignoring mental health problems does not make them go away. Just look at the statistics. Long before COVID, multiple studies across physicians and physicians-in-training showed the prevalence of burnout to be as high as 50 percent at any one point in time.4 And 28 percent of residents experienced depression, a number significantly higher than the general public.5 We also knew that this can, and does, have devastating consequences, including high rates of suicide in physicians and nurses.6 In fact, in a large national study of more than 4,800 physicians,7 nearly 1 in 15 had thoughts of taking their own life in the last year, which exceeds the number among workers in other fields. Mental health outcomes are an occupational hazard in healthcare.

Still, doctors and doctors-in-training don’t often talk about these things. Our emotional suffering is medicine’s dirty little secret, and it’s perpetuated, in many cases, by fear. Residents tell medical students about the person who got help for a mental health crisis and lost their license, or who took time away from their residency program and wasn’t allowed to return, or who received fewer opportunities or lower grades as a result. People who ask for help are the subject of gossip and are judged. While thankfully many training programs now offer well-being lectures to normalize the conversation, and access to affordable, confidential mental health treatment (like me!) as part of accreditation requirements,8 these services unfortunately go underutilized. In one study, despite access to mental health care, only 24 percent of residents who felt they needed help actually got it.9 Of course, time and money are enormous barriers to seeking care as well, but improving access can do only so much when the culture itself prevents physicians from asking for help in the first place. The issues are systemic.

In a sea of white coats, no one wants to stand out because of their mental health. We prefer to be noticed because of our test scores or surgical skills. We want to appear perfect. It’s no wonder Luke is so nervous about someone’s catching on to what he is doing, talking to me.

And Luke is, finally, talking, earbuds in place. “Hi, sorry. Can you hear me?” he asks nervously. I nod. “I think everything is working now. I just wanted to make sure no one could hear us.”

“It’s okay. I want to check before we start; even if no one can hear us, are you in a place where you feel you can talk freely?”

“Yes, I think so.” His body language suggests otherwise. With arms crossed, he hasn’t yet met my eyes through the screen. His concern is also contagious; I begin to worry that someone will barge in on his session. But I move forward and ask, as I always do in my first visits, “I can tell very little from your chart, so it would be better to hear it from you. What brings you to see me today?”

Luke takes another look behind him. When he is sure the coast is clear, he starts talking. “Well, ever since COVID started, I can’t stop thinking about how I’m going to get infected or that I’m already infected.” I nod, again hoping he will keep talking without prompting. “I know a lot of people worry about that, especially people who work in medicine, and it’s a real possibility that I could get COVID working with patients, or even from the social worker on our team who just went out for quarantine because she tested positive. But the actual risks aside, my thoughts about getting the virus have just become so extreme.”

“What do you mean… extreme?” I echo, using a technique in question asking that I like, which is asking for clarification by using a patient’s own words.

“I mean I’m at the point where I don’t want to go into a patient’s room because I might get COVID and die. That’s what I keep thinking to myself, over and over. If I have a new patient, I will sit in the work room and basically hit Refresh on my computer, over and over and over, to see if their COVID test results are back. I can’t make myself stop refreshing. Then, before I go into their room, I’m so afraid of getting sick that it takes me three times as long as anyone else to put on my PPE [personal protective equipment]. I’ve watched all the videos about how to put it on and have taken notes. I understand how to do it, but I feel the need to double-check, then triple-check… that there is no way COVID can get through what I am wearing. After all that, and doing everything I can to protect myself, when I leave the patient’s room, I’m still convinced I’ve somehow gotten infected… and I can’t seem to shake that fear.”

I’m not shocked by any of this. The fear Luke is embodying is in line with what a lot of my healthcare-worker patients are experiencing. Before COVID, most healthcare workers went into work without thinking about the risks to themselves, as those risks were minimal. There might have been a few jokes about getting some stomach bug on a pediatrics rotation (I’m guilty of the jokes and karma of getting the bug!), and everyone gets flu shots every winter (it’s mandatory, for one thing). But it was never common to worry about dying or infecting our families. Now, some healthcare workers aren’t sleeping at home so as to keep their families safe, while others have died in the very hospitals in which they worked. In that sense, Luke’s fears are very much justified. Yet his concerns go beyond “typical worries.” For one thing, they’re nonstop, and they seem to be substantially affecting his day-to-day life. As a psychiatrist, that’s where I become concerned.

I try to be validating, but I struggle to find the right words: “That seems like it would make your workday really… challenging.” I try not to assume how people feel about something by using stronger words, like hard.

“Absolutely. Everything takes me longer and causes more stress. Even washing my hands. I’ve started to wash them more often, for more than the length of ‘Happy Birthday’ [the song we learn counts as a good handwashing technique in med school]. It’s like I have to sing ‘Happy Birthday’ three times to even walk away from the sink. I’m incredibly sick of that song now.”

“What would happen if you didn’t wash your hands, or at least didn’t wash them three times?”

“Well, I’d get COVID and die. I know that sounds irrational, but I just can’t stop thinking about it.” He’s speaking rather quickly, which might be an indication of his anxiety, or maybe it’s just a desire to get this session over with. Or maybe it’s both.

“Honestly, at this point, I’m really worried that I will not be able to do my job.”

There it is—the answer I’ve been trying to get to. This is why Luke is here today and why he is here now. It’s something I try to discover with all my first-visit patients: Why now? A person can have an extensive mental health history, or multiple recent triggers, but I need to know why they came today and not three months ago. I now know Luke is truly worried that his symptoms will impact his ability to practice medicine. Even for someone so clearly uncomfortable about getting help, the prospect of not getting help finally became worse.

Luke is far from my only healthcare patient who hesitated to get care until they couldn’t wait a minute longer. In a sense, it’s remarkable that Luke came in at all. According to a Kaiser Family Foundation survey, 17 percent of healthcare workers reported that the reason they thought they needed help, but didn’t get it, was that they were afraid or embarrassed to seek care.10 And in a study of first-year residents, 57 percent were so concerned about confidentiality that they opted to not seek help at all.11

Clearly, Luke is a product of a medical culture with a long history of being like this. As he talks, I think of all the people who never come see me, no matter how much they are suffering. People who have emailed me for referrals off the record, or who have direct-messaged me on X (Twitter) but have never set up an appointment during which I might take notes. I’ve had patients who wanted to pay in cash for visits or medications so there would be no evidence of our meeting.

Similarly, I have psychiatrist friends who’ve been asked to prescribe medications for alternative uses, like Wellbutrin (bupropion) for “smoking cessation” (it does work for that), when the real problem was depression. And when filling out short-term disability paperwork for healthcare-worker patients, I’ve been asked to put down items like “hip injury” or “fibromyalgia pain,” as opposed to depression. I obviously can’t do that, but their concerns are real: What if people knew?

Given the patient population I treat, I even have colleagues who’ve come to see me for mental health concerns who later ignore me when we pass in the halls or attend department meetings, as if they couldn’t have met me any other way but as their doctor. These same people have no problem going to an OB-GYN or a urologist at their hospital and talking to that person the next day at work. But mental health visits cross the line. They are too private.

I’m glad that Luke, despite all this, is taking the first step and is here with me, asking for help. I really hope I don’t scare him away as I gently ask him to share more of his concerns about missing work, though I have a good idea of what’s coming.

“Yeah, I mean, I’m a resident, so my schedule changes all the time. One month, I’m working in the ICU or on cardiology; the next, I’m on general medicine. Any of these patients can be a COVID patient, so it’s not like I can say I won’t see anyone with COVID for whatever month. That’s not a thing anymore. I also don’t have that kind of power or flexibility.”

He’s right, I think. There is so little control in residency—something I remember vividly from my own residency. I know it also from having been chief resident, which meant in my fourth year of psychiatry training I was one of the people responsible for organizing the resident schedules, teaching, and often providing emotional support. I regularly think about what it was like when a resident was out sick or had to take time off for an emergency, and I had to find someone else to cover their shift. We had residents prepared to come in during these situations, but they never wanted to be called. I had to be the bearer of bad news, yet hearing their reactions (often anger) made me feel even more hesitant to ever call in sick myself.

As I look at Luke, I want to go off on a tirade about residency, but I stop myself, knowing that could make our visit about me. Instead, I ask, “Is this—the fear of infection—something you’ve experienced before or has it only been since COVID?”

In a first visit with a patient, I want to understand how that person got to where “here” actually is. To do that, I ask a laundry list of questions to be sure I don’t miss anything. I always want to know about someone’s past psychiatric history, as well as their current symptoms (which could include everything from hallucinations, to suicidality, to substance use). I then go on to ask about family history, medical history (including current medications and allergies), and social history (the person’s support system, education, and employment). To patients, this process can easily feel like an information-gathering overload, but it’s the best way for me to figure out how I can help, so I try to be as thorough as I can.

Luke pauses to think and replies, “I mean, maybe little fears here or there bothered me, but nothing like this. Nothing my mom or teachers mentioned, outside of me being ‘very organized.’ I guess in medical school, sometimes I’d read about a disease, then briefly worry about getting it, but doesn’t everyone? It would be really short-lived though, and this keeps going on and on.”

He’s right about a lot of medical students thinking they have whatever diseases they’re studying at the moment, a phenomenon that even has its own name: medical student syndrome. Somehow I avoided ever having it myself, but for Luke, those experiences are by no means diagnostic.

I know I need a better measure for how his symptoms are different now, so I ask for more information on how they are impacting his life. This is one of the best ways to measure symptom severity for all mental disorders, and it helps me understand if someone is just “a little anxious,” for example, or if their anxiety is so intense they can’t go to work or function. Mental health runs across a spectrum, and these kinds of details help me better clarify where someone sits on it. So, I ask, “How much time in your day do you think these thoughts or actions, like washing your hands or checking your protective gear, take up?”

“Too much. Like, hours?”

“If you had to be specific?” I gently prod him, since an objective measurement can really help me characterize him now and also enables seeing progress in the future.

“Oof. I don’t know, maybe ten hours or something?”

“That’s a lot of time and energy you could be using for… I don’t know… sleeping?” I say, trying to lighten the mood. He cracks a small smile.

“This may be somewhat surprising, but what you’re describing sounds a lot like obsessive compulsive disorder (OCD) to me. I’m sure you remember it from medical school, but here’s a quick refresh, since I think we don’t do a great job of teaching mental health in general. To be diagnosed with OCD, you need to have obsessions, which are recurring and persistent thoughts or urges that are intrusive and cause distress—like your concern about getting COVID and dying—and/or compulsions, which are repetitive behaviors or mental acts that someone feels they need to perform in response to their obsession.12 To me, your handwashing sounds like a compulsion you’re doing to try to minimize your distress over getting infected, or maybe even to prevent it from happening at all. It also sounds like you’re doing things in a patterned way, singing ‘Happy Birthday’ and checking three times everything from the chart to your PPE. This is usually because if you checked it fewer than three times, the thing you were concerned about happening—in your case, getting COVID—could still happen. The third time is basically the ‘charm’ to soothe your obsessive thought.”

Luke looks both confused and shocked at the same time. “Oh, wow, I’d never thought about that. I mean, my boyfriend and family have said I’m obsessive, but OCD? Really?”

“There are so many different symptoms and presentations of OCD. That makes it hard to get a full picture, especially because we tend to use the acronym colloquially—‘Oh, I’m so OCD’—when people just mean they clean a lot or are particular or organized; it’s like they told you when you were little, which probably felt like a compliment. It’s honestly hard to see yourself as having something if your image of it is nothing like your experience.”

“What you’re saying makes sense. But what can I even do about it? It’s not like I can just stop everything and… unless you’re saying… wait, do you think I can work like this?”

My insides start to rumble with anxiety when he asks this question. I don’t like telling people they might have to interrupt their careers, even for a little bit. Especially when that career cost a lot of time and energy. (Luke is approaching his last year of three years of medical residency and plans to apply for a fellowship, or for additional subspecialty training, likely in hematology-oncology, for another three years soon.) It’s a sacrifice to establish that career and it has become an integral part of his identity. That’s something I totally relate to.

“I think that’s a long conversation, and honestly, the answer depends on how safe you feel doing your job. Obviously, if you feel that what you’re experiencing is affecting your patient care right now, absolutely you need time off.” I pause and note that he looks concerned. Gently, I say, “It sounds like time off to get treatment—start therapy and a medication—could be helpful. At a bare minimum, it would allow you to remove yourself from potential high exposure to COVID, so you can start to heal.”

I notice Luke’s facial expression hasn’t changed, so I stop my argument and instead try to validate what I think he’s thinking, “But I also know taking time off in residency isn’t easy.”

“Yeah… I’m sorry,” he says, a bit irritated. “I just can’t imagine taking time off right now. Everyone would have to cover for me, and they’d all think something was horribly wrong with me and I don’t even want to tell them what’s wrong, because they’d judge me for it, and I don’t know how I could make up the time… and… I’m the first person in my family to go to college, let alone med school, and I’d let everyone down….” He is speaking so fast he can’t even finish his sentence, and I have trouble completely following his thinking. I can see just from looking that his thoughts are spinning. They make mine spin, too.

Well, at least until they land on one overarching word: burden. That’s because every schedule change, every need, every human experience affects everyone around you in healthcare, particularly as a resident. No one likes to be a burden. Keeping quiet and keeping on feel like the better options. Been there, done that.

Luke takes a deep breath and continues. “I just worry about burdening my residency friends, who honestly have enough to deal with right now. So, since I’m not a risk to patients, and I have insight into my thoughts being abnormal, which I remember is good and could help me know if they get worse, if I don’t stop working right this minute, what would your plan be for me going forward?”

“I think ideally you would go to therapy and start a medicine. Then we’d monitor your symptoms at work and see if you do need to take time off in the future. The therapy I think you should do is called exposure and response prevention (ERP). It’s an evidence-based treatment that has been shown to reduce obsessive, compulsive, anxiety, and depressive symptoms.” 13

Luke stays quiet, so I continue. “It’s actually a pretty cool therapy. Basically, you gradually expose yourself to your fears—for you, germs—until you get more comfortable with them. It’s the opposite of that old show Fear Factor, where they dumped people with a fear of snakes into a giant tank of snakes. Instead, you might first imagine a snake, then maybe you’d be around a toy snake, then maybe you’d go in the same room as a snake, and so on and so on until eventually, the feared object becomes boring instead of anxiety provoking or scary. It’s based on habituation, which is a natural process whereby we stop responding or paying attention to a trigger after repeated exposure.”14

I pause my mini lecture to make sure he’s still following. He nods and politely says, “Oh, I remember learning something about that.”

“I realize that it sounds kind of terrifying, too, so just know that feeling is normal.”

“Thanks for saying that.” He smiles. “I’ll look into starting that for now, and will call some people.” I offer to give him a list of names of therapists who specialize in ERP and OCD, which he happily accepts, but I feel guilty that I don’t have a way to get him seen faster.

He then pauses and looks at me as if he is worried about my reaction to what might come next. “Also, you can save your taking-medication spiel for now. I’m not ready for pills. That feels like too much.”

I don’t react. I come from a place where I assume people are skeptical and hesitant about medication, especially psychiatric meds, and it’s their right to be as patients. I respond, “I completely understand. I’ve seen medications really help a lot of people, but I also understand hearing all of this information is a lot…. So, I’m not pushing you at all. If you want, and absolutely no pressure, I can just write down the names of the medications I would recommend, for you to think or read about.”

Giving people time to read and think is something I believe in doing in my practice. It helps patients know what they are getting into and it allows them to figure out their questions before they talk to me again. People with medical backgrounds who experience anxiety are especially likely to want to do research, and then they’ll come back with specific questions. That’s totally okay with me. I believe if they then do eventually choose to go on medication, they’ll feel more involved in the decision. That matters.

Luke doesn’t protest, so I take my cue to add, “Something to keep in mind about medicine is that sometimes people with OCD need a higher dose to really target the symptoms—sometimes more than the maximum daily dose. And, a word of warning I wish I didn’t have to give, but just know that there are a lot of antipsychiatry websites out there, and they really do not like medication. Take what you read online with a grain of salt, and try to stick to expert sites where you can. Or, bring back things that you read and I can help talk you through them before you take them as facts.”

He reassures me he’ll use UpToDate (the most common peer-reviewed quick reference site for doctors) or look things up in a medical textbook, rather than just reading whatever Google shows, adding, “Having those medication names could really help.”

I immediately start typing the names of two different types of antidepressants into our chat. I give him the option of sertraline (Zoloft), a selective serotonin reuptake inhibitor (SSRI), and clomipramine (Anafranil), a tricyclic antidepressant often used in OCD.15 As I type their names, I add, “Those aren’t the only options, but those are two popular ones and a good starting place.”

We say goodbye, and I know that even though I didn’t prescribe a medication, I helped Luke today. He stayed the whole visit and told me what was going on with him. It might have been the first time he ever told anyone how he was feeling. He was by no means comfortable, but still, he talked.

This is progress. We all need to start somewhere.
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I ENTERED MEDICAL school absolutely certain of one thing: I didn’t want to be a psychiatrist, like my father.

I’m sure someone like Freud could come up with a deep therapeutic reason for why I didn’t want to follow in my father’s footsteps. Or, maybe I could ask the surgeon who belittled me as a medical student and asked, “Are you going to go into the same field as your daddy?” as he looked down at me awkwardly holding a retractor during an operation. But all I can come up with is that my dad’s shoes are big, and I was afraid to try to fill them. It felt like a goal I couldn’t achieve or a competition I simply wouldn’t win. And I don’t like losing.

Don’t get me wrong, though, I respect my father immensely. He is an expert in his field of addiction and is a researcher with hundreds of publications to his name. A lot of people at my medical school knew him personally because he had trained there. One time, I went to an addiction psychiatry meeting, and someone saw my last name on a name tag and asked me if we were related. I tried to say no rather vigorously, but apparently in protesting, my mannerisms, humor, and sarcasm made it even more obvious that I was my father’s daughter.

Avoidance, to me, felt like the safest tactic. Since I was fascinated by the brain, I tried my hardest to veer toward neurology instead. In medical school, I joined the neurology interest group, sought out neurology mentors, and even did neurology research. But I kept finding myself feeling happiest when I could talk with patients and hear their stories. Even when I was supposed to focus on a procedure or make a tricky diagnosis, I just wanted to pull up a chair and talk to the patients about their lives.

I remember, during my internal medicine rotation in my third year of medical school, I was taking care of a patient named Rosa, a seventy-five-year-old woman with worsening chronic obstructive pulmonary disease (COPD), a progressive lung disease. Every morning at 6 a.m., I went into her room and asked, “How are you doing this morning?” She would smile, seemingly not minding that I’d woken her (unlike the patient who taped a note to the hospital door that read, “Do not bother patient until 6 a.m., especially med students”). Without skipping a beat, she always said, “Good morning, Cookie.”

I found her greeting endearing; it made me think of my grandmother, who like Rosa also loved red lipstick and talking about her grandchildren.

One morning, my medical team got a page: “East Pavilion 5-512. New onset chest pain. Please come evaluate.”

“That’s Rosa’s room,” I said out loud to no one, as the team had already picked up their pace to climb the stairs to see her. As we approached, I heard the sound of her screams—feeble but urgent.

Once in her room, I locked eyes with Rosa, who looked nothing like she had a few hours earlier, when we had joked with each other. Now she was crying and sweating, almost childlike in her discomfort, begging for someone to listen to her. In fact, she was screaming for someone to listen.

The residents scrambled to complete the typical diagnostic steps for chest pain, pulling down the top of her gown and adhering the EKG machine’s electrodes to her sunken chest to ascertain her heart rhythm. Someone came to draw blood so as to see if she had elevated troponin, a protein that spikes when the heart muscle has been damaged. Someone else ordered an X-ray of her chest. No one noticed that Rosa was upset that her chest was exposed. No one made any effort to cover her up.

I was in the corner of the room, out of everyone’s way, watching the scene unfold like following a checklist of “what to do for chest pain.” At each step, the residents told me—I was the only medical student in the room—what they were doing. They wanted to teach me something, even in the controlled chaos of the emergency, and I wanted to absorb it all. But I couldn’t stop looking at Rosa’s face.

Suddenly she coughed, which provoked an ear-piercing “Ay, dios mio,” as she looked at the ceiling, presumably praying to God. She spoke English fluently, but now the only words that came out through her pain were in Spanish. Sometimes there’s safety and comfort in a person’s native language.

I felt a pit in my stomach, and I took it as a sign to do something. Ignoring the unspoken rules of medical professionalism, I ran to Rosa’s side, making sure not to get in the way of the real doctors. Then I asked her permission to hold her hand, and she nodded okay. I also rearranged her robe so that her chest was not so exposed, again being careful not to interfere with the team’s maneuvers. After that, I squatted down to her so we were at eye level, and I said in a quiet whisper, “It’s going to be okay.”

Rosa replied, “Thank you, Cookie, for caring about me.”

I instantly felt defensive of the team, knowing that they cared, too, but as I looked around the room, I realized Rosa’s point. It wasn’t as if there was something wrong with these doctors, or this well-regarded teaching hospital, or that anyone was doing the wrong thing. They were all trying to save her life. But in the chaos of the beeping monitors and the diagnostic steps, they forgot that it was a human being whom they were saving.

I couldn’t stop seeing the person, in this case Rosa. I wondered if, in the future, I would be able to distance myself as my colleagues seemed able to do. And at the same time, I wasn’t sure I wanted to do that.

Maybe that’s what drew me to psychiatry. Not only is it a field in which patients feel seen, but within it I felt seen, too.



I remember on the first day of my psychiatry rotation I walked into the offices of the Veterans Affairs hospital to find my name listed on the door; even better, I had my very own desk.
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